demonstrated that chief executive officers with more ''mature'' faces have more career success and greater monetary compensation than do those with ''baby'' faces. Interestingly, this same study found no evidence that a mature face is actually associated with superior performance. With the completion of cardiothoracic surgery training requiring an average of 8.7 years of residency and fellowship beyond medical school, 2 budding cardiothoracic surgeons arrive on the job market in their mid to late 30s for their first ''real job.'' In contrast, American Medical Association data suggest that cardiothoracic surgeons are operating well into their 60s and 70s and estimates that more than 50% of active cardiothoracic surgeons are older than 55 years, with more than 15% between 65 and 74 years old. 3 In other words, there is a stark contrast in public perception between what a surgeon ''should'' look like and the surgeon whom the patient might meet on the day of consultation. As early-career cardiothoracic surgeons, today we explore how to field early-career questions of age and experience.
KNOW YOUR CASE VOLUMES
Although the questions of age and experience often go arm in arm, they are actually not asking the same thing.
As a young surgeon, it is important to differentiate between your age and your case volumes, especially annual case volume as opposed to cumulative case volume. A 2006 study from the University of Michigan determined that for many procedures, surgeon age is not an important predictor of the operative mortality. 4 Patient outcomes in 8 procedures (including aortic valve replacement and coronary artery bypass grafting) were analyzed with respect to surgeon age and operative mortality. Surgeons older than 60 years, particularly those with low procedure volumes, were actually associated with a higher operative mortality than were their younger counterparts. One of the study's authors concluded that patients should ask how many procedures a surgeon does a year, rather than focus on the doctor's gray hair.
There is a bit of controversy involved in the standard informed consent. Are surgeons required to disclose when the surgery is going to be the first ever performed independently by the surgeon? Legally, no. But should we be? It is a complex topic. Even in training, many surgical residents do not directly address how much of case they will be performing, with or without the attending surgeon in the operating room. 5 Likewise, a transition period exists after the training wheels of surgery come off, and especially during this time we must seek excellent mentors. As patients become more active consumers and self-advocates, one of the must-ask questions is still surgeon experience. It is true that in general, hospital, and surgeon annual case volumes are associated with improved outcomes. 6 How then is a young attending, especially one in his or her first year, supposed to answer that question? The question is, should you count the cases that you did in training? The answer is yes, but you must do so in a way that is honest and truthful. Surgical training is among the most rigorous and structured of any profession, with required case volumes, graded supervision, and a curriculum of both cognitive and technical skills. If you were the primary surgeon, physically and mentally performing the critical steps of an operation, then it is an operation that you have performed and should be counted as such and described in an honest manner. What most patients really want to know is whether you are well trained to do the procedure. Find a way to address the underlying question specifically. For example, you could say, ''I have been here for 2 months now in independent practice. Before that I spent 7 years training with experts in the field. This will be my first solo case of this kind, but I have asked my senior partner to be available in case anything unexpected arises.'' Admitting that you will ask for assistance for complex situations demonstrates good judgment.
Young surgeons can also take heart that this scenario gets much easier when you have at least 1 year of cases under your belt. After that critical first year, you can say, ''Well, last year I did more than 230 cases, 125 of which were coronary bypasses just like what you need.'' If you have conducted research-either in training or in independent practice-it is reasonable to incorporate relevant studies into the conversation. Be honest when cases are rare, and few surgeons can boast large experiences. In summary, keep your case logs up to date, and commit to memory key case volumes so that you have a number in mind when patients ask.
FIND A COMMON GROUND
Although it would seem to go without saying, you are not trying to sell anything to your patients. Patients may have hesitations about an operation for a host of reasons apart from you. When patients do have reservations that are related to your age or experience, much discomfort can be allayed with good medical practice. Take the time to listen to each patient's concerns, connect on a personal level, and be an open communicator as well as advocate for the patient. This conduct projects a quiet confidence that will often overcome the ''how old are you?'' effect.
One effective approach is finding common ground, which shows that you listen, a key factor in instilling trust between patient and surgeon. You may recognize a devotional book on the patient's bedside table, and relate a shared faith. You may have the good luck to share the same name with a patient's wife, and even the same birthday as the patient. Learn one thing about each patient beyond the medical problem.
What does or did he or she do for a living? Where is the patient from originally? What are the patient's hobbies or interests? It does not really take any extra time and frequently comes up during the course of a basic history. Listening to those things and making a personal connection can overcome much of the initial apprehension of looking young. Remember, one of the very best things about being a faculty member is that your time is again your own. You can take time to visit with patients instead of ''running the list'' in your head during consults. You can remember what initially drove you into medicine-the patients! Explain complications, how likely they are to occur, and what your expectations are for the postoperative course. Ensure that everyone in the room understands.
It is helpful to put yourself in the patient's shoes when it comes to these types of decisions. While still a resident, one of the author's (H.M.G.) own newborn son needed an arterial switch for transposition, and requested the most senior faculty member. Both other partners were excellent surgeons and mentors as well, and undoubtedly either would have performed a technically sound operation. After scrubbing numerous tough cases with the boss, however, the author ultimately felt most comfortable with him at the helm of the ship. Give your patients the same privilege as you yourself would expect (or even demand) for your loved one. For each patient and family, it is personal.
Most of the time, listening empathetically and being forthright will allow patients to become comfortable with and confident in you, and ultimately, they will request that you be their surgeon. If they do not, respect that decision and move on; that too shows maturity and garners respect.
GIVE VALUE TO THE TEAM
Truly great outcomes depend on your team. Data suggest that hospital volume for complex cases correlates with patient outcomes. 7 A large part of a successful outcome stems from the ''ability to rescue'' after a complication occurs. This ability extends beyond the individual surgeon and encompasses the broader system: anesthesiologists, critical care physicians, surgical nurses and scrub techs, critical care and floor nurses, cardiology, interventional radiology, and so on. When talking with a patient about an operation, highlight your team, their experience, and the overall hospital volume. Remember that when you head into the operating room, you are not just taking the patient with you. You are taking the entire team and the resources of the hospital. The team is tethered to you and your decisions, but they are also a life raft for both you and the patient. It is thus not only acceptable but imperative to acknowledge and highlight this team role when counseling a patient. Doing so will pay innumerable dividends: not only will you instill confidence in you and the institution, you will validate and publicly support the people on whom you rely.
CONCLUSIONS
In the end, there is really only one thing to remember: the patient always comes first. If there are any doubts about your own ability to provide the best operation and postoperative care, both personally and institutionally, make sure that patient gets the right care. Know your case volumes and their limits. Value your training, but do not overinflate your experiences. Communicate effectively. Praise your team's strengths, and keep your focus on the patient.
